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DDiscussion
Dr Jose Luis Pomar (Barcelona, Spain). Dr Yaffee, as you
mentioned, this is a single-center, nonrandomized, retrospective
study, and, in addition, the target event has a low incidence.
Therefore, as you mentioned very well, some limitations are
unavoidable. However, I was expecting to learn more from the
cases in which the classic rules to prevent SAM were not only
addressed but also properly corrected, like height of the P2, larger
selection of the device as shown having an impact on degenerative
mitral regurgitation, area of the anterior leaflet and so on. Do you
have any data showing the relevance of an adequate adherence to
the rules? In your large experience, does the size of the ring or the
band have any significant impact on the prevalence of SAM? Did
the width of the posterior leaflet resection, the technique, or the use
of artificial chords, somehow limiting or preventing the excursion
of the P2, have any effect?
Finally, and despite statistics, do you not think that experience
in the techniques of repair in a high volume load may be as impor-
tant as the type of device to avoid this unpleasant complication?
Thanks to your group for bringing this interesting topic and to
you for your excellent presentation.The Journal of Thoracic and CarDr Yaffee. Thank you for your excellent comments and
questions. I will try and work through them.
Since our previous study, we have tried to adhere to the classic
rules of posterior leaflet height reduction, respect for the anterior
leaflet size, use of a larger annuloplasty to prevent overreduction
of annular size, and we believe these are some of the main reasons
for our decrease in the incidence of SAM since our previous study.
We also believe the other main factor is the introduction of
posterior band annuloplasty, which partially allows compensation
for the risks you mentioned as well as dynamic anterior annular
folding.
As far as specific data concerning posterior leaflet height or
anterior leaflet area, we routinely use intraoperative transesopha-
geal echo to evaluate these parameters before each repair,
however, we do not routinely record these data. So I cannot
comment on that specifically for the data in this study.
You mentioned ring size. As touched on, we generally use a
larger ring size than we used to because the identification of
overreduction of annular size is a risk factor for SAM, and we
believe, as I mentioned, this contributed to the reduction in the
incidence of SAM from our previous data. In this study, the
average size of the band in patients who did not have SAM was
30.5 mm and in patients who did have SAM it was 31.6 mm.
This was not statistically significant; however, the slightly
larger size of the band in patients with SAM seems a little
counterintuitive. We believe this is because we correctly identified
the preoperative risk factors for SAM in those patients and
compensated by using a slightly larger band size and believe
that that is what negated the difference in the risk.
You mentioned size or width of the posterior leaflet resection.
Unfortunately, I do not have that data from our database; we do
not routinely record that number, so I cannot comment specifically
on that.
You mentioned artificial chordae and respect versus resect. We
looked at patients who had chordal procedures, either artificial
chordae or chordal reimplantation, as well as papillary muscle
reimplantation, reduction sliding plasty, and found that there was
no difference in the incidence of SAM between patients who
underwent those procedures and those who did not.
And then I believe you mentioned surgeon experience and
surgical volume. We do believe that they are very important as
far as mitral valve repair is concerned. The surgeon must be able
to identify the risk factors that youmentioned in order to determine
different procedures such as folding plasty or sliding plasty and the
need for reduction of the height of the posterior leaflet as well as
determine the appropriate annular band size; that is very important
in the prevention of SAM.
Dr Pomar. Thank you very much.
Dr Vinay Badhwar (Pittsburgh, Pa). Thank you for your
excellent presentation. I wanted to key in on the last comment
you just made in your response to Dr Pomar’s question on surgeon
experience. In your multivariable analysis, I noticed that one thing
that was perhaps missing was era of surgery. Before 1999 and
Levine’s seminal paper on the echocardiographic predictors of
SAM, the surgical community had challenges with markers to
prevent SAM. After that era, surgeons have become better at
preventing and treating SAM, which may be relevant to
acknowledge in your manuscript. What are your thoughts on thediovascular Surgery c Volume 148, Number 6 2793
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Dimpact of era and the surgeon’s ability to better navigate SAM
predictors after 2000 versus just the band itself?
Dr Yaffee. I think it is a combination of factors. We divided the
study into the first half of the study and the second half was I
believe in 2004 when we looked, and there was a difference on
univariable analysis, as I mentioned, but it fell out of multivariable
analysis when we compared it with the other factors discussed.
So we did look at that, and we did not see a difference on
multivariable analysis. As Dr Pomar mentioned, this was a
retrospective nonrandomized study, and we used statistical
methods to eliminate those confounding factors as best we could,
but we did not find a difference.
Dr A. Pieter Kappetein (Rotterdam, The Netherlands). In
addition to this question, was the posterior band used in a different
time period compared with the complete ring?
Dr Yaffee. We switched from a complete ring to a posterior
band in August 2001. There was not a lot of overlap between those
2 devices.
Dr Kappetein. So that might be a confounding factor?
Dr Yaffee. Right.
DrKappetein. If you do not put date of operation in your multi-
variate analysis, you might be able to identify it as a confounding
factor.
Dr Yaffee. We did, and we took into account the date of the
operation in the multivariable analysis, and that fell out, but the
band did not.2794 The Journal of Thoracic and Cardiovascular SurDr Kappetein. Over time, you gained more experience and
therefore that might be the reason why with the band worked better
than the complete ring.
Dr Ralph J. Damiano (St Louis, Mo). Congratulations on a
great presentation and an excellent series. I was surprised that
you included patients with idiopathic hypertrophic subaortic
stenosis (IHSS) or hypertrophic obstructive cardiomyopathy,
because clearly they have SAM from a different cause. Usually
to correct this problem, you need to do a septal myectomy. I
wonder if you would comment on that subgroup of patients. Was
the IHSS or HOCM defined preoperatively, how did you alter
your repair, and how do you usually perform a myectomy?
Particularly, I know that you favor the right thoracotomy approach
for mitral valve repair? Do you do a transmitral myectomy? What
is your approach to these difficult patients?
Dr Yaffee. The subgroup analysis was performed on patients
for whomwe had that available data. Our database does not always
include that specific anatomic information depending on where the
patient had their preoperative echo performed. Among the patients
for whom we did have that data available, the incidence of IHSS
was about 1%. I did not look specifically at the differences,
whether these patients had septal myectomies or not. So I do not
know if that contributed to the data. Our prevalence of IHSS was
relatively low, so we believe it did not affect the overall incidence
of SAM, but it was significant on the multivariable analysis, as it
obviously would be.gery c December 2014
